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I. POLICY
This policy establishes TBD Agency’s medical record documentation standards for the provision of telemental health services in accordance with all applicable state and federal rules and regulations. The objectives are to:

· Facilitate communication among all stakeholders involved in the child’s care

· Facilitate the coordination and continuity of the child’s care

· Protect the confidentiality of protected health information (PHI)
II. DEFINITIONS

	Terms
	Definitions

	Confidentiality of Medical Records
	Providers must maintain administrative, technical, and physical safeguards to protect the privacy of Protected Health Information (PHI). Medical records should be easily retrievable but remain secure and only accessible by authorized personnel.

	Health Insurance Portability and Accountability Act (HIPAA)
	A 2003 law designed to provide privacy standards to protect patients' medical records and other health information provided to health plans, doctors, hospitals, and other health care providers. These standards provide patients with access to their medical records and more control over how their personal health information is used and disclosed. They represent a uniform, federal floor of privacy protections for consumers across the country. State laws providing additional protections to consumers are not affected by this rule.

	Health Information Technology for Economic and Clinical Health Act (HITECH)
	The HITECH Act of 2009 expanded the scope of the privacy and security provisions of HIPAA and its enabling regulations. Some of the significant changes for health care providers include:

· Applying privacy and security provisions and penalties to business associates

· Imposing new notification requirements in the event of a breach of PHI

· Creating stricter disclosure requirements, such as: 

· Restricting the disclosure of PHI by a health care provider at the request of a patient if it is for purposes other than treatment and the health care service or item has been paid out-of-pocket and in full (except as otherwise required by law)

· Limiting the disclosure of PHI to a limited data set or to the minimum necessary to accomplish the intended purpose

· Requiring health care providers to make available an accounting of certain disclosures of PHI that occurred over the past three years at the patient's request

· Strengthening enforcement procedures and penalties

The HITECH Act also expands notification requirements to the vendors of personal health records (PHRs) and other non-HIPAA covered entities for the breach of identifiable information in personal health records.

	Medical Record
	In medicine or dentistry, a chronologic written account that includes a patient's initial complaint(s) and medical history, physical findings, results of diagnostic tests and procedures, any therapeutic medicines or procedures, and subsequent developments during the course of the illness.

	Protected Health Information
	Information that identifies a patient, specifies the relationship of the patient with a health plan, or addresses physical or mental health status or condition. In addition, payment for the provision of healthcare to the patient must be treated as confidential in accordance with applicable state and federal laws.


III. LEGAL/CONTRACT REFERENCES
· 42 CFR 422.504(d)(2)(iii)

· Applicable provisions of HIPAA/HITECH

· Relevant provisions of Section 18 of New York Public Health Law

· 18 NYCRR 441.22(e)

· 90 ADM-21 Foster Care: Medical Services for Children in Foster Care

· NYCRR 357.3

· NYS SSL Section 372

· NYS PHL Section 18

· 45 CFR Parts 160 and 164
· NYCRR 14 Part 596
IV. PROCEDURES

General Requirements

Under current rules and regulations, the documentation and maintenance of medical records, including electronic medical records, for the provision of telemental health services are no different from in-person services, as reflected below.
Agency Records

Agencies must maintain a continuing individual medical history (paper and/or electronic) for each child/youth that includes all relevant health information, past and ongoing, and share this information with applicable regulatory agencies, including updates whenever a significant change occurs in the child’s health status or treatment but at least no later than the next semi-annual Service Plan Review. As applicable, all required health-related information must also be entered on a timely basis into the Health Services Module in CONNECTIONS in accordance with OCFS regulations.

The VFCA’s medical records must be comprehensive and in compliance with accepted professional standards and practices and include the following information:

· Child identification information

· Names and addresses of the child’s primary and specialty provider(s)

· Consent forms authorizing medical treatment for the child and the release of medical records to the VFCA

· Potential risks and complications experienced by the child’s mother during pregnancy

· Immunizations received by the child while in care and prior to placement in care (types and dates)

· Nursing progress notes

· Medications prescribed for the child prior to placement, while in care and Medication Administration Records (MAR) (The MAR applies to VFCA Health Facility physical environment only.)

· Child’s allergies (e.g., environmental, food, medicine)

· Significant acute, chronic, or recurring medical problems, illnesses, injuries, and surgical operations

· Date and place of hospitalization(s), including psychiatric

· HIV risk assessment documentation and any HIV-related information

· Results of laboratory tests

· Durable medical equipment and adaptive devices currently used or required by the child (e.g., wheelchair, feeding pump, mechanical breathing supports, eyeglasses, hearing aids)

· Copies of exam reports from primary providers and specialists while the child is in care, including results of diagnostic tests and evaluations in the five assessment domains (e.g., medical, dental, behavioral health, etc.)

· Detailed information regarding all five assessment domains, including follow-up or continuing treatment provided to, or still needed by, the child

· Summaries of health care planning meetings

· Family health history, including chemical dependency, mental illness and hereditary conditions or diseases (Note: The comprehensive health history of the child and of his or her biological parents and the health care needs of the child must be provided by an authorized agency to foster parents at the time of the child's placement in foster care. In all cases, information identifying the biological parents must be removed from the comprehensive medical history)

VFCAs must further confirm that:

· Entries in the medical record are current, legible, signed, and dated by the person making the entry.
· When a child is treated by an outside health care provider, a clinical summary or other pertinent documents are obtained to promote continuity of care.
· The medical record is maintained in a safe and secure place which can be locked and is readily accessible to authorized staff.
· All records containing protected health information (PHI) are handled and maintained in compliance with HIPAA/HITECH (see P&Ps #HS-03 and HS-04).

· All medical records of children in foster care must be retained for 30 years following the discharge from foster care.

Please see P&P #HS-02 for a more detailed description of medical record requirements.

Protocols 
(Note: This section to be revised/modified as appropriate by individual VFCAs based on facility staffing, resources, systems, and other factors.)
Medical Record Audits

TBD Agency’s Quality Assurance staff will use a standardized assessment tool to monitor compliance with medical record requirements and protocols, including telemental health records. At a minimum, the medical record should contain:

· Names and addresses of the child’s primary and specialist provider(s) 

· Original consent forms authorizing medical treatment for the child and the release of medical records to the agency 

· Family health history, including chemical dependency, mental illness, and hereditary conditions or diseases 

· Alcohol, drugs, or medications taken by the child’s mother during pregnancy

· Immunizations received by the child while in care and prior to placement in care (type and dates)

· Medications prescribed for the child while in care and prior to placement in care, and Medication Administration Records

· Child’s allergies (environmental, food, medicine)

· Significant acute, chronic, or recurring medical problems; illnesses; injuries; and surgical operations; date and place of hospitalization, including psychiatric

· HIV risk assessment documentation and any HIV-related information

· Results of laboratory tests, including tests for HIV

· Durable medical equipment/adaptive devices currently used or required by the child (e.g., wheelchair, feeding pump, mechanical breathing supports, eyeglasses, hearing aids)

· Copies of exam reports from primary providers and specialists while child is in care, including results of diagnostic tests and evaluations in the five assessment domains

· Updated plan of care that addresses all five assessment domains, including follow-up or continuing treatment provided to, or still needed by, the child

· Summaries of health care planning meetings

Medical Record Organization and Maintenance

The health file (paper and/or electronic) will be maintained by qualified Health Facility staff and organized in such a way that the information is easily accessible, legible, useable, comprehensive, accurate, and available for continuity of care, monitoring, and oversight. The file will be organized under the following headings/sections:

· Face Sheet

· Consents

· Medical documentation from hospital/clinic visits

· HIV Risk Assessment

· Medications

· Medical Assessment/Immunizations

· Dental Assessment

· Mental Health Assessment/Psychiatric Medications

· Developmental Assessment

· Substance Abuse Assessment

· Laboratory Reports

· Past Health Records

· Health Education

· Health Care Coordination Activities (includes required notices and other communications)  

The Face Sheet, containing critical information at a glance, must include the child’s name, current placement, name of primary provider, any active problems, allergies and other chronic health problems, blood type, durable medical equipment, recent hospitalizations (with dates), insurance information, and emergency contact number.

Medical Record Reviews

As mentioned above, QA staff will use a standardized assessment tool to monitor compliance with medical record policies and procedures as well as with evidence-based clinical guidelines and protocols. This includes reviewing the medical records for completeness, legibility, and the presence of all information required by state and federal regulations and guidelines. Medical record audits will typically involve a review of five (5) randomly selected medical records for each applicable practitioner within the Article 29-I Health Facility. Staff will randomly select practitioners so that each one is reviewed at least once every three years; however, if a practitioner has a prior identified issue, QA staff will continuously re-audit records until the matter is resolved. 

Corrective Actions

The Director of QA will alert the Clinical Supervisor/Medical Director regarding any identified deficiencies in the medical recordkeeping practices of applicable Health Facility Staff. As appropriate, the Clinical Supervisor/Medical Director may require additional training and/or a formal corrective action plan to address the issue. QA staff will continue to re-audit the practitioner’s medical records to ensure the corrective action plan is progressing properly.

Medicaid Managed Care Plans (MMCPs)

Under NYS rules and regulations, MMCPs are responsible for monitoring the medical recordkeeping practices of community providers in their network. As indicated, TBD Agency will alert the applicable MMCP to conduct follow-up with a provider within their network with suspected or identified deficiencies.  
Responsibilities

· TBD Agency Persons are responsible for ensuring that all applicable clinical staff members and other stakeholders maintain comprehensive, up-to-date, and legible medical records (paper and/or electronic) in compliance with all applicable federal and state rules and regulations, including HIPAA.

· TBD Agency Person is responsible for conducting random audits of Agency medical records to ensure compliance with all SDOH/OCFS standards.

· The MMCP Liaison is responsible for communicating with applicable managed care plans regarding any identified deficiencies in the medical recordkeeping practices of providers within their network.

V. CROSS REFERENCES
· HS-02, Medical Records

· HS-03, Confidentiality of Protected Health Information

· HS-04, Confidentiality of HIV-Related Information 

TBD Agency
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	_____________________________________
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